Fresh Onions and Blood Fibrinolysis SIR,-Allium cepa, the common onion, has been investigated by several workers`6 and has been found to contain a hypoglycaemic agent. However, the active principle responsible for the hypoglycaemic effect was found to be very unstable. 7 Recently my colleagues and 18 demonstrated that fried or boiled onions increased the blood fibrinolytic activity. The study reported below is a follow-up of our previous findings, and was undertaken to discover if the property which causes this increase in fibrinolysis was present in the raw onion or brought about by the process of heating (boiling or frying). Four volunteers were included in the study. On day 1, after fasting, samples of blood were collected for the estimation of the euglobulin lysis time using the method described by von Kaullal slightly modified."' The fibrinolytic activity has been derived from these lysis times and expressed in units by multiplying the reciprocal of these lysis times in minutes by 10 ,000. 1 , After the withdrawal of the blood samples mentioned the volunteers were given a breakfast (at 9.30 a.m.) containing a total of 39-8 g. of fat and new samples of blood were collected after two and three hours. On day 2 the procedure was repeated, but this time 60 g. of liquidized fresh onions were added to the meal. On day 3 the method was identical with that outlined above, the only difference being that this time the 60 g. of fresh onions were liquidized and strained to discard big lumps and fibres and the rest was added to the meal. On the fourth day 60 g. of onions were boiled for more than two hours and then the water in which they were boiled was added to the meal. The volunteers were made to rest throughout the experiment, since a previous study had shown that moderate exercise increases the fibrinolytic activity.12 13 Smoking was not permitted.
The Table shows On admission to this hospital at about midnight she was found to be disorientated but responding to simple commands. The pupils were widely dilated and reacted sluggishly to light. Her fundi were normal. The reflexes were brisk and equal with bilateral extensor plantar responses. There was no neck stiffness, and Kernig's sign was negative. The pulse rate was 80 per minute and regular, and the blood pressure was 200/100. No other abnormal findings were detected. Lumbar puncture showed crystal clear fluid under normal pressure. Microscopic examination showed no cells, and the protein content was 35 mg./100 ml.
It was thought that the hypertensive crisis might be a consequence of the drug therapy. In case the administration of pethidine was a contributory factor, she was treated with a forced acid diuresis and a minimal urine pH of 4-8 was obtained. The blood pressure started to fall and by 10 A 36-year-old woman was admitted with a history of severe headache of sudden onset three hours previously. This was associated with vomiting and photophobia; in addition, she probably had a fit while still at home, after which she remained drowsy and confused, but was still complaining frequently of the headache, which was mainly frontal and vertical. She had some neck stiffness and a positive Kernig's sign. The plantar responses were extensor, but there were no focal signs in the nervous system, although later she developed a transient right hemiparesis. She was normotensive, and full physical examination did not reveal any further abnormal signs. A lumbar puncture confirmed subarachnoid haemorrhage, and cerebral angiography suggested the possibility of a left posterior communicating aneurysm. She was managed conservatively in view of some uncertainty in the x-ray findings and because of her long-standing somewhat hysterical personality. There was no evidence of recurrent bleeding, and she made a complete recovery.
Questioning revealed that she had been taking phenelzine 30 Awareness during Anaesthesia SIR,-In this day and age of light anaesthesia, any reminder that the patient receiving a general anaesthetic expects to be unaware of the surgical procedure, and have no recollection of it, is welcome. However, perhaps the picture is not so gloomy as Drs. J. Wilson and D. J. Turner (1 February, p. 280) suggest.
A reported study' described 20 consecutive cases anaesthetized using atropine 0-6 mg., thiopentone 1-0-2-0 mg./lb. bodyweight, nitrous oxide 3 5 1./min.; oxygen 1-5 L./min. into a semiclosed circle absorber system, relaxants, and artificial ventilation 50-150% in excess of the Radford Nomogram value. Words of established emotional significance, in the form of a story, were tape recorded and repetitively applied to the patients through insulated earphones at times varying from 10-90 minutes after the induction of anaesthesia. On the second or third postoperative day the patients were visited by an experienced interviewer who was unaware of the precise details of the study. The interview was designed to annotate a predesigned protocol. No evidence indicating recall of auditory stimuli could be obtained, nor did any patients provide evidence of distress.
The difference between these results and those recently reported in your journal may be explained by differences in experimental method and by the environment of the patients. Important factors in any consideration of awareness and recall associated with surgery are the sounds available to the patients, their interpretation of them, and the significance of that interpretation to 
